Background: Frailty is highly prevalent in elderly people. While significant progress has been made to understand its pathogenesis process, few validated questionnaire exist to assess the multidimensional concept of frailty and to detect people frail or at risk to become frail. The objectives of this study were to construct and validate a new frailty-screening instrument named Frailty Groupe Iso-Ressource Evaluation (FRAGIRE) that accurately predicts the risk for frailty in older adults. Methods: A prospective multicenter recruitment of the elderly patients was undertaken in France. The subjects were classified into financially-helped group (FH, with financial assistance) and non-financially helped group (NFH, without any financial assistance), considering FH subjects are more frail than the NFH group and thus representing an acceptable surrogate population for frailty. Psychometric properties of the FRAGIRE grid were assessed including discrimination between the FH and NFH groups. Items reduction was made according to statistical analyses and experts' point of view. The association between items response and tests with "help requested status" was assessed in univariate and multivariate unconditional logistic regression analyses and a prognostic score to become frail was finally proposed for each subject.
Background
Frailty, a core geriatric concept, is considered highly prevalent and heterogeneous in its level of expression [1] . Most people aged 65 years or over lead independent live. However, as people age, progressively they are more likely to live with frailty. Twenty-five to 50% of elderly subjects older than 85 years old could be considered frail in the North American [1, 2] and European [3] countries. In the Survey of Health, Aging and Retirement in Europe (SHARE), the prevalence of frailty is estimated at 17% in Europe and 15% in France for people older than 65 years. Frailty represents therefore an important clinical and public health problem.
Significant progress has been made to understand its pathogenesis process and several definitions of this concept have been proposed. Despite a recent large interest on the subject, and various models, definitions, and criteria [4] , frailty is still an evolving concept [5, 6] . Nevertheless, frailty has been acknowledged consensually as a multidimensional geriatric concept combining both health status and environmental components (including sociability, accommodation and transport accessibility), but also increased vulnerability and loss of adaptability to stress [4, 7] . Frailty has been demonstrated in various populations as a predictor of negative health outcomes, such as falls, hip fractures, worsening mobility, activities of daily living disability, need for long-term care, hospitalization, and mortality. Therefore, identification of older individuals who are frail or at risk of becoming frail with appropriate subsequent tailored evaluation and intervention constitutes an important goal of geriatric medicine [8] . Properly assessed frailty indicators could prevent the dependency and thereby could provide a better quality of life to this population and have large benefits for families and society [9] . Age-related functional decline is usually a slow process including a phase during which individuals at risk for frailty can be identified and referred for preventive interventions [10] .
Currently, there are only few or not adequate tools to measure frailty or risk for frailty in the elderly people. In France, the Short Emergency Geriatric Assessment (SEGAm) seems to be the most interesting instrument, but it mainly detects frailty in elderly emergency conditions and it is not fully appropriate for geriatric assessment and in turns the risk of frailty [11] . Outside the emergency context, a widely used definition of frailty proposed by Fried et al. [1] considers frailty as similar to disability, comorbidity, and other characteristics and defines it as a clinical syndrome in which three or more of the following criteria are present: unintentional weight loss, self-reported exhaustion, reduction of grip strength, slow walking speed, and low physical activity. Fried's phenotype model could provide important information but fails to provide a complete assessment and to predict the occurrence of frailty in the general elderly population who are not yet frail [6, 12] . The frailty index, defined by a cumulative deficit approach, has emerged as a promising concept in gerontology research [13] . Rockwood deficits accumulation model is based on the idea that the frailty is measured by the number of health problems associated with age, regardless of their nature and severity. This approach is a well-recognized tool and could be described as an overall indicator of health condition of the elderly people. Nevertheless, frailty index does not refer to a clearly defined conceptual model. It is also not an equivalent method of a comprehensive geriatric assessment as practiced in medico-social situations that is structured, standardized and focused on the identification of needs for assistance and care. A recent study provides a short review of the multidimensional frailty assessments that are currently available and concluded that Comprehensive Model of Frailty should ideally be a multidimensional and multidisciplinary construct including physical, cognitive, functional, psychosocial/family, environmental, and economic factors [14] .
In this context, two French institutions for the elderly people, the National Old-Age Insurance Fund (The Caisse Nationale d'Assurance Vieillesse; CNAV) and the Central Fund of Social Agricultural Mutual (The Caisse Centrale de la Mutualité Sociale Agricole; CCMSA), have been stepping up efforts to assess a new multidimensional screening tool for frailty prediction in a specific population of older subjects autonomous in their daily life (Groupe Iso-Ressource (GIR) 5 and 6 [15, 16] that can be administered by social and other healthcare workers. The GIR 5 and 6 French populations are not a systematically helped population by public health funders, thus the identification of people at risk to become frail (i.e. to become a GIR 4 or lower elderly subject after some years) in this group of elderly could allow the prevention of the frailty with an adapted support of the institutions. A recently reported postal questionnaire in the INTER-FRAIL study [17] is one such tool, however this one focuses only on two domains: autonomy and activities of daily living (derived from the Katz's index) [18] . The Fried's frailty criteria, strongly centered on the physical and mobility dimensions, are also by definition not adapted for the GIR 5 and 6 population.
This article describes the development and validation of the Frailty GIR Evaluation (FRAGIRE), a new frailtyscreening instrument to predict the risk of frailty in a specific GIR French elderly population not yet frail that can be administrated by a public health social worker without medical training. The FRAGIRE grid construction involves conventional factors (physical, cognitive, functional, psychosocial/family, and environmental) and other dimensions unexplored potentially interesting for contemporary frailty prediction in this population (cultural, sexual, and nutritional).
Methods

Participants
A prospective multicenter recruitment of older people (>60 years old) was undertaken between May 2013 and July 2013 in Bourgogne-Franche Comté, France. Patients belonged to the GIR 5 (people need occasional help with bathing, meal preparation and housekeeping) and 6 (people still autonomous for the main activities of daily life) groups of dependency (Additional file 1). Elderly subject in states GIR 5 and 6 cannot benefit from a systematic personal autonomy allowance from French institutions, but in particular situations they may receive a financial help of 3500 euros/year (pension additional plan [PAP] ) for the following benefits: home care including cleaning, laundry, help with shopping and meal preparation; meal deliveries; little assistance with using the toilet, or home installation improvement. To be eligible for the PAP attribution elderly need to detail the motivation for such request. Whatever the amount of the retirement pension received, the elderly people could be eligible for the financial help weighted according to the pension received.
Patients selection was based on a hypothesis that the elderly in GIR 5 and 6 populations who claim the PAP, contrary to those who do not (the groups matched by age and gender), are probably more at risk to become frail and thus represent an acceptable surrogate population for frailty prediction.in GIR 5 and 6 population who are not yet frail. Based on this hypothesis, the subjects were classified into one of two groups: financially helped (FH, with financial assistance) group and non-financially helped (NFH, without any financial assistance) group.
The inclusion and exclusion criteria for each population are described in Additional file 2. Written consent was obtained from all subjects and the protocol was approved by the local ethics committee.
Study design
The FRAGIRE grid was developed and validated in four phases with a cross-sectional cohort of elderly subjects (Fig. 1) .
The first step, phases 0 and 1, was intended to provide the FRAGIRE pre-grid for an overall assessment of frailty including all potentially relevant items. This step was performed to ensure that all the frailty dimensions are captured and that data are collected for the second step. In the phase 0, a pluridisciplinary panel of expert committee was constituted. It consisted of a geriatrician, a psychiatrist, a demographer, a methodologist, an epidemiologist, a data manager, and the social support professionals. In the phase 1 (face validity), based on the experts' knowledge about frailty and on a comprehensive literature review the FRAGIRE pre-grid with selected items was constructed. In order to cover a priori allimportant fields of frailty and to warrant face and content validity of the pre-grid, number of items in the first step was not restricted.
The second analytic step, phases 2 and 3, aimed to assess the psychometrics properties of the FRAGIRE pregrid, to reduce the number of items, to generate a frailty prognostic score to predict the probability of needing assistance from the French retirement aide system and thus by analogy the frailty based on the final FRAGIRE grid. In this step, criterion validity was also assessed by exploring the degree of concordance between the results from the final FRAGIRE grid and those of gold standards including the Medical Outcome Study Short Form-36 (SF-36) [19] and the Mini Mental State Examination (MMSE) [20] . The choice of items retained and construction of prognostic score was based on both psychometric properties analyses and experts' recommendations. The following validation psychometrics parameters were assessed: construct validity of the general structure, dimensionality of the frailty variables with principal component analysis (PCA), convergent validity with the MMSE and SF-36 tools, discriminant validity (comparison of items response between the helped and the non-helped group), reliability including internal consistency (factorial analyses and Cronbach alpha coefficient calculations [21] ), and repeatability/reproducibility (test-retest method).
Data collection procedures and instruments
For each included subject, socio-demographic parameters were collected including age, gender, and job category in the pre-retirement period.
The FRAGIRE pre-grid was administered at inclusion (day 0). Items reproducibility was measured between two administrations of the pre-grid 3 days (maximum) apart. Majority of items were rated according to a 4-point Likert scale: 1) "not at all", 2) "a little", 3) "quite a bit", and 4) "very much".
In addition, participants were asked to fill out the SF-36 and MMSE questionnaires. The SF-36 is a 36-item well validated generic instrument measuring: physical functioning, role-physical, bodily pain, general health, vitality, social functioning, emotional role, and mental health. One score was generated per dimension on a 0-100 scale [19] with a high score reflects a high healthrelated quality of life level. The MMSE is a 30-item questionnaire evaluating various dimensions of cognition. The MMSE global score was generated as an index of global cognitive performance ranging from 0 to 30 (worst to best) [20] . Questions were clearly enunciated to the elderly people and completed by a social worker according to the given responses (i.e. hetero-assessment). When an answer was not available in the item scale proposed, the social worker received the instruction to report a missing data.
In addition to the SF-36 and the MMSE, three other instruments were used. The Memory Impairment Screen (MIS) is a very brief 4-item screening tools for dementia. Patients score between 0 and 8 points, and a score of 5-8 is used to show no cognitive impairment while a score of less than 5 is used to show possible cognitive impairment [22] . The Isaacs Set Test (IST), consisting of generating a list of words (10 maximum) belonging to semantic categories in 15 s, evaluates verbal fluency abilities and speed of verbal production. Four semantic categories were successively used (cities, fruits, animals, and colors). A single score was generated ranges from 0 to 40, with higher score indicating better cognitive status [23] . The clock-drawing test (CDT) is a fast screening tool for cognitive impairment and dementia and can be used as a measure of spatial dysfunction and neglect [24] .
Finally, the FRAGIRE pre-grid was reviewed with regard to clearness of the language, ambiguities, and ability of subject to understand the questionnaire without assistance.
Sample size
The primary endpoint for questionnaire validation was reproducibility/repeatability using intraclass correlation coefficient (ICC) of the final score. Considering a priori introduced dimensions and a posteriori estimated ICC, the null hypothesis H0 of none agreement between two measurements was rejected if estimated ICC was 0.5 to and the alternative hypothesis H1 of reproducibility was accepted if the ICC of was at least 0.65. The type I error rate was fixed to 0.001 (Bonferroni correction, bilateral situation) and a statistical power to 80%. It was required to include at least 338 subjects. Test-retest reliability of the FRAGIRE global score was finally evaluated by ICC at an alpha type I error rate fixed at 0.05. For all other analyses, P < .05 was considered statistically significant.
Statistical analysis
Mean (standard deviation) or median (range) values and frequencies (percentages) were provided for the description of continuous and categorical variables, respectively. The two groups were compared for means, medians, and proportions using Student's t-test, non-parametric Mann-Whitney test, and chi-square test (or Fisher's exact-test, if appropriate), respectively. The main psychometrics properties of the FRAGIRE pre-grid were evaluated using both classical tests and item response theory (IRT). Acceptability and feasibility were assessed regarding response rates and missing values. The construct validity and dimensional structure of the questionnaire were assessed using both PCA and IRT. Items of low clinical added value to dimension information were eliminated during the reduction phase, examining correlations between the item scores and dimension. A partial credit model by dimension derived from IRT model [25] will be reported elsewhere. Item-discriminant ability between the FH and the NFH group was assessed using Mann-Whitney test by comparing item response categories between groups. If a significant difference between items distribution among populations was observed, the item discrimination ability was supported. The PCA correlation circle also exhibited the items discrimination ability (contribution to the PC axes) and allowed us to visualize how they mutually interact (correlation). Reliability was evaluated by investigating both internal consistency and repeatability of the FRAGIRE measure using Cronbach's alpha coefficients, which were computed across items to estimate the global internal consistency reliability and the internal consistency of each dimension. An alpha coefficient of 0.70 or higher was considered as acceptable [21, 26] . Uncertainties around Cronbach's alpha coefficients were measured with a bootstrapping with calculation of a 95% confidence interval (95% CI). Repeatability was assessed by investigating changes in items response categories from day 0 to day 3 using Wilcoxon non-parametric test. An item was excluded if it demonstrated: missing value exceeding 10% (suggesting that subject had difficulty responding to the item); no discrimination ability, no added value in PCA, two items presenting quasicomplete positive or negative correlation (opposed on the PCA) induce the deletion of one item, and/or limited role in PCA correlation circle. Items were selected into the final grid based on the following criteria: high discrimination ability, large or acceptable contribution to PCA correlation circle, or clinically relevant items based on the choice of the expert group. The psychometrics properties of the final FRAGIRE grid were assessed after the item reduction phase.
For the phase 3, a global scoring system based on the selected items of the final FRAGIRE grid was developed, with items and tests as continuous variables. The association between items response and tests with "help requested status" was assessed in univariate and multivariate unconditional logistic regression analyses.
The predictive value and the discrimination ability [27] of the final model was evaluated with area under the curve (AUC) index, while calibration and goodness of fit of the model were assessed using Hosmer-Lemeshow test (i.e. the ability to provide unbiased predictions in groups of similar people). A high P-value (>0.1) was considered as an indicator for acceptable calibration. Bootstrapping [28] was used for internal validation of the model.
A score to predict help requested status was constructed and weighted with beta coefficients estimations from the final multivariate regression model. The possible changes in parameters were taken into account when the expert group suggests it. A prognostic score between 0 and 100 to predict the probability of needing assistance from the French retirement aide system and thus by analogy the frailty based on the final full model was calculated for each individual The FRAGIRE prognostic score, calculated for each subject, was normalized on a 0 to 100 scale with the highest score representing the most frail. A receiver operating characteristic (ROC) curve was constructed, with calculation of the AUC, to check discriminant capability of the score. The Youden index was used to identify the optimal threshold value [29] . Repeatability of prognostic score was also assessed by ICCs [30] Linear regression and Pearson's coefficient correlation between the prognostic score at day 0 and day 3 were also computed. All analyses were performed using SAS version 9.3 (SAS Institute) and R software version 2.15.2 (R Development Core Team).
Results
The characteristics of the two population groups (FH and NFH) are presented in Table 1 . Overall, 385 retired elderly subjects, 338 (88%) in the FH group and 47 (12%) in the NFH group, were included.
The FRAGIRE pre-grid
For the phase 1, 65 items (Q1-Q65) describing 10 dimensions were identified (see Additional file 3): overall health status (4 items), emotional dimension (15 items), cognitive impairment (2 items plus 5 tests), environmental (9 items), cultural (2 items), sexual (4 items), burden of help (3 items), nutritional (8 items), neurosensory (6 items), mobility (9 items with 1 test), and proxy assessment of frailty by the social worker (3 items). This step resulted in a 65-item and 3-test grid (tests related to cognitive dimension: MIS, IST, and CDT) that administration lasted approximately 45 min. Tables 2 and 3 display the items of the FRAGIRE pre-grid and the distribution of responses rates. Most items have a large majority of responses. The maximal missing-item rates were 18% on day 0 and 21% on day 3. The items Q18, Q23, and Q39 were unanswered on day 0 by 16, 16, and 18% of subjects, respectively (Tables 2 and 3 ).
The comparison of scores in each item, considering the FH and NFH groups, showed discrimination power (Mann-Whitney test P < 0.05) between the two groups with respect to 26 items (Q1, Q2, Q5, Q6, Q8, Q16, Q18, Q24, Q29, Q30, Q31, Q33, Q37, Q38, Q44, and Q55 to Q65). Overall health, emotional, and separate examiner dimensions showed good internal consistency, with Cronbach's alpha coefficient of > 0.80 (Table 4) . Low internal consistency, with a coefficient of < 0.50, was associated with cognitive, cultural, sexual, and neurosensory dimensions. Internal consistency was high for the whole scale (a coefficient of 0.87). Wilcoxon non-parametric test of the FRAGIRE pre-grid showed good reproducibility between the two evaluations (on day 0 and on day 3) except for three items: Q9 (P = .011), Q14 (P = .013), and Q17 (P = .045).
Given the scoring heterogeneity (items scored as either 2 or 8 according to examiner) of the CDT and its poor observed compliance (53% and 58% of data available on day 0 and day 3, respectively), this test was no longer considered in the study.
A first stage of items selection process was based on completion rates and the extend of missing data on day 0 (Table 2) . Eight items (12%; Q18, Q23, Q39, Q52, Q53, Q58, Q60, and Q62) were excluded at this stage. Five of those (Q52, Q53, Q58, Q60, and Q62) demonstrated a high rate of missing data due to the inter-item correlation therefore too difficult to handle in a scoring system. At a second stage of an elimination process (based on the item distribution comparison between the two groups (Table 2 ) and the PCA analysis of all dimensions made of at least two items [data not shown]), a total of 37 items were deleted due to: lack of discrimination ability (Q20, Q21, Q22, Q48, and Q50), lack of discrimination ability and no particular interest to PCA (Q26, Q27, Q28, and Q47), and lack of discrimination ability and presence of quasi-complete positive or negative correlation (Q7, Q9, Q11, Q12, Q13, Q14, Q15, Q17, Q25, Q35, Q41, Q42, Q45, Q46, Q49, and Q51). Moreover, eight items (Q2, Q6, Q10, Q29, Q33, Q43, Q59, and Q64) with almost complete correlation or rated as not relevant by a panel of experts were excluded despite their discrimination power. The final four items (Q3, Q57, Q61, and Q65) were removed due to their limiting role in PCA correlation circle. Two items, Q37 and Q38, composing "burden in help" dimension were combined in one single item in order to synthetize and simplify information from both items. The final set of items excluded were discussed and validated by a panel of experts.
The final FRAGIRE grid
The selection process resulted in the final FRAGIRE grid composed of 19 items describing 9 dimensions (with examiner section) and 2 tests (see Additional file 4). Of 19 items, 11 (58%) had high discrimination ability and contribution in PCA correlation circle (Q1, Q5, Q8, Q16, Q24, Q30, Q31, Q44, Q55, Q56, and Q63), four (Q4, Q34, Q40, and Q54) had only an acceptable contribution in PCA correlation circle, and three (Q19, Q32, and Q36) were chosen by the expert panel independently of the statistical results. The choice of the 19 items kept in the final FRAGIRE grid was confirmed by IRT analysis (data not shown). The final 19 items of the final FRAGIRE grid demonstrated an excellent reproducibility with no statistically significant distribution of changes between day 0 and day 3 ( Table 3 ). The structure of the final grid was supported by PCA (Fig. 2 ). Cronbach's alpha was 0.69 (95%CI: 0.64-0.74), satisfying the consistency reliability (Table 4) . 
Elaboration of a prognostic score
Of the final 19 FRAGIRE items, 16 were used for the prognostic score construction (For a detailed description see Additional file 5). Two items, Q34 and Q36, describing sexual dimension, were included in the construct with a view to future analysis, and one item, Q19 describing suicide dimension, given its non-neglected positive response rate was kept with public health screening in mind. The "Set Test d'Isaacs" (STI) and the "Score de mémoire avec Indicage" (SMI) tests were maintained to assess the cognitive dimension (not included in prognostic score) and to provide complementary data for frailty evaluation (Additional files 6 and 7).
PCA, Cronbach alpha coefficient, and IRT results ensured an acceptable context for the prognostic score construction. PCAs conducted on the initial and final grids (Fig. 2) showed that the major part of the variance in data was explained by a first principal component (axis), which justified a unidimensional approach for the construction of frailty prognostic score. In fact, 18% and 6% of the variance in the 65-item grid was accounted for by the first two principal components, reflecting the importance of the first principal component.
In the final multivariate 19-item model (N = 339), six independent factors (Q5, Q24, Q30, Q31, Q32, and Q44) were found to be independently associated with "request help status" (P < .1) ( Table 5 ). The model exhibited excellent discrimination ability (AUC = 0.85) and good calibration (Hosmer-Lemeshow P = 0.5800), reflecting an optimal agreement between prediction by the final model and actual observation. Bootstrapping results for internal validation reflected the robustness of the final model, especially for parameters significantly associated with "help requested status" ( Table 5 ). The FRA-GIRE prognostic score was normally distributed with a mean score of 55.7 (±10.5). In the FH group, the average score was significantly higher than in the NFH group (57.1 [±9.5] vs 46.4 [±12.1]; P < .0001). The score exhibited excellent discrimination ability (AUC 0.756) (Fig. 3) . A score of 49.5 allowed efficiently and significantly discriminate individuals requesting for help from others (P < .0001), with sensitivity of 81%, specificity of 61%, positive predictive value of 93%, negative predictive value of 34%, and a global predictive value of 78%. When the elderly population is to be divided in three groups of interest (low, intermediate, and high probability of request help), FRAGIRE score tertiles (P33 = 52; P66 = 63) and the ROC curves discriminated between the groups with thresholds of 50 and 60. Linear regression and Pearson correlation analysis of the FRAGIRE prognostic scores between day 0 and day 3 (N = 293) showed an excellent correlation between the two measurements (R 2 = 0.74, P < 0.0001 and R 2 = 0.86, P < 0.0001, respectively, Fig. 4 ). Intraclass correlation coefficient scores were also excellent allowing a rejection of H0 (ICC > 0.86 for all methods, Table 6 ).
The FRAGIRE prognostic score significantly (P < .05) and negatively correlated with the MMSE global score and all dimensions of the SF-36, reflecting a satisfactory convergent validity (Table 7) .
Discussion
This paper describes the development and validation of a new frailty-specific instrument, the Frailty GIR Evaluation (FRAGIRE) consisting of 19 clinically relevant health or environmental items based on literature review and expert recommendations. The instrument showed good discriminative capability, sensitivity and specificity as reflected by the AUC analysis, good reliability with the Hosmer Lemeshow assessment of the calibration,, and excellent construct convergent validity with the strong correlation between the score and MMSE and This analysis demonstrated that the FRAGIRE instrument is clinically sensible and discriminates between groups of elderly. The originality of our research was to provide a multidimensional tool to measure frailty and produce new simple prognostic score based on selected items and dimensions to identify high-risk frail older subjects. The great advantage of the tool is its easy implementation by a public health social worker without formal training in geriatric care. Noticeably, the final FRAGIRE tool showed an agreement for all selected items recorded on day 0 and day 3, highlighting an excellent reproducibility of these items.
Di Bari et al. recently developed and tested a 10-item screening questionnaire to intercept frailty in large cohort of older community-dwelling individuals. 5 Compared with this Italian model, the 19-item FRAGIRE grid has advantages because it includes emotional and environmental aspects in addition to functional status, and seems to present a better discriminatory ability, has been rigorously tested for repeatability and convergent validity, and assesses multiple domains.
Each item in the final FRAGIRE tool was included as clinically necessary and relevant. Self-assessment of frailty by the individuals themselves (in the global health status dimension), a measure that provides an idea of its positioning compared to non-frail people of similar age, appeared to be a good component of initial assessment with good discrimination ability and an acceptable contribution to principal components in the PCA analysis. Hospitalization, the deciding factor in the functional ability of the frail elderly [31] , likewise showed these properties. Three items in the psychological dimension, general well-being, happiness, and tiredness, were also retained in the final tool due to their clinical relevance that is close association with frailty [32] . We considered that these items would prompt the dynamism of the structure. Our a priori choice strategy was confirmed by statistical analyses showing that this structure had good discrimination ability and an acceptable contribution for all those items. In the environmental dimension, feeling of loneliness and/or abandonment and financial situation level were kept in the final FRAGIRE grip as these appeared the most relevant in terms of discrimination ability. These social factors, including isolation and financial situation, have been shown to be involved in the vulnerability process [33] . Despite a low internal consistency (Cronbach's coefficient of < 0.50), two items in the socio-cultural dimension, use of Internet and participation to group activities, were maintained in the final grid due to their high discrimination abilities and contribution to PCA and due to clinical relevance recognized by the expert group, respectively. The structure incorporating these characteristics may be more successful in targeting social isolation and adaptability in older people. Four other variables, responsibility towards relatives (burden of help dimension), the number of falls within the last 6 months, physical difficulties, and walking speed (mobility dimension) were also retained as relevant in the final FRAGIRE tool as these attest to the dynamism, the non-sedentary and the non-social isolation of assessed persons [23] , or showed high discrimination ability and contribution in PCA correlation. The three mobility items were shown to be strongly associated with frailty. 1 Although some items were not included in the final score, these were retained due to their importance from a public health perspective. For instance, the FRAGIRE scale contains a suicide item that can be highly relevant in the assessment of the elderly. Suicide is specifically of concern in older adults as suicide rates increase with advanced age. However despite its potential as risk factor, suicide in the elderly people still receives little focus in terms of specific preventive strategies or research. Our analysis showed that suicide ideas were more frequent in our population (8%) than in the general population according to the 2010 Health Barometer in France (3.9%) [34] , which emphasizes the importance of detection of the suicide risk in the elderly population. Even if our data do not show statistically significant correlation with frailty, we believe that the collection of this information for suicide prevention policies is of interest. Along the same line of though, the cognitive dimension with MIS-IST pairing was retained in the final model. The MIS-IST pairing is quick and simple to score and the efficacy of the MIS and IST combination in predicting short-term development of dementia in a group of people with questionable dementia has been previously reported. 20 Although positive results cannot be used to definitely diagnose dementia, it can be considered a useful screening procedure for all types of dementia and can be a good way of directing the elderly people towards specialized consultation. We hope that this approach in the FRAGIRE grid will help to develop specific detection and prevention strategies. The ß estimated are not in the «expected» direction. For these estimations, a panel of experts decided to change the direction (positive to negative or negative to positive) without any changes to the value estimated for the contribution of these items in the score elaboration. All items were considered as ordinal categorical variables
Our study has some limitations that should be noted. First, our study did not consider socioeconomic status parameter that could provide important information about health status including frailty. Indeed, we hypothesized that the elderly from GIR 5 and 6 population who claim PAP will be potentially more at risk to become frail than those who do not. Whatever the amount of the retirement pension received, the elderly people could be eligible for the financial help weighted according to the pension received. By definition, all socioeconomic status measures can be found in each group, but we cannot guarantee their balance between the two populations. The FRAGIRE grid was developed to be enunciated to the elderly population (corresponding to a heteroassessment). While this method seems to be more adapted to elderly population than a self-reported questionnaire regarding the targeted population and to the tests included in the grid, it can raise the issue of the inter-rater reliability for the examiner dimension. The inter-rater reliability of examiners' judgement however could not be assessed in our study because the assessment was made by only one social worker per elderly.
Another potential limitations of our study are the difficulty encountered for NFH enrollment and that we did not compare the FRAGIRE grid with frailty measures such as the Fried and Rockwood methods. In order to prevent excessive burden in data collection by social and other healthcare workers such very time-consuming and laborious process was considered unessential at this time of the development process of the FRAGIRE tool. However, future studies could potentially address this issue.
Further, this study involves a cross-sectional design. Our findings suggest that the FRAGIRE grid should now be validated prospectively to ensure that the score could predict frailty and thus help to make decision on resources allocation. The FRAGIRE tool is currently in use in France and is being tested in a prospective external validation cohort for sensitivity to change, for reproducibility to improve the proposed prognostic score, and for more accurate determination the cutoff threshold of the FRA-GIRE score. The primary objective of the external validation is to assess the discriminative ability of the FRAGIRE grid for predicting the loss of autonomy; an indicator of frailty, i.e. the tilting of the elderly people to a GIR of 4 or lower from GIR 5 and 6 elderly subjects. Thus, the conduct of elderly frailty assessment will be performed in an accurate and objective way without taking into account hypothesis of the NFH and FH groups' frailty surrogacy. Secondary objective that include, the assessment of the status FH and NFH groups frailty surrogacy to validate the hypothesis involved in the present study. However, the internal-validation ensures a reliable estimate of performance for subjects similar to those of the present development sample. Another limitation is that the FRAGIRE score can only be estimated if all items and tests are answered. It would be important to perform a missing data sensitivity analysis on the prospective validation cohort with the items selected in the final FRAGIRE grid to assess their potential association with frailty status observed and to propose, if an association is highlighted, an alternative in the determination of the prognostic score. 
